Abbreviations: PNH, paroxysmal nocturnal hemoglobinuria; aHUS, atypical hemolytic-uremic syndrome; ELISA, enzyme-linked immunosorbent assay; CH50, hemolytic complement activity.
Introduction
Eculizumab (Soliris Ò , Alexion Pharmaceuticals) is a humanized monoclonal antibody that binds with high affinity to complement protein C5. It prevents the formation of the membrane attack complex and could inhibit the release of C5a, a powerful inflammatory mediator. The latter effect is still under dispute. [1] [2] [3] The original indication for eculizumab was paroxysmal nocturnal hemoglobinuria (PNH), but the drug subsequently received approval for atypical hemolytic-uremic syndrome (aHUS) from the U.S. Food and Drug Administration (FDA) and the European Medicines Agency (EMA). 4, 5 Eculizumab is highly effective in both of these chronic diseases, with no evidence of cumulative toxicity when used for several years, hence treatment is rarely discontinued once patients have been established on the drug. 6, 7 However, the therapy is very expensive, with an annual per patient drug cost of 327,600 (US $645,000) for an adult in the United Kingdom, 381,612€ (US $573,720) in France and $350,000 in the United States. 8, 9 Therefore, the optimization of eculizumab administration and, in particular, an accurate determination of the minimum effective dose, is extremely important in economic terms.
Eculizumab monitoring is currently based on hemolysis biomarkers (i.e., lactate dehydrogenase and haptoglobin levels) and complete inhibition of complement activity. While such efficacy biomarkers show whether the treatment is working or not, they do not indicate whether eculizumab is given in excess to the patients, and do not provide any useful information as to whether a reduction in dose or further spacing of infusions could be safely considered. Measurement of the trough eculizumab concentration could facilitate the calculation of a minimum effective dose on an individual patient basis. To date, no published study and no regulatory agency has indicated the minimum trough concentration required to completely inhibit complement-mediated hemolysis, but targets of 50 and 35 mg/mL have been reported for aHUS and PNH, respectively.
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We therefore aimed to measure the trough eculizumab concentration in patients with aHUS and PNH, in order to determine intra-and inter-variability of eculizumab pharmacokinetics and determine whether eculizumab dosing could be adapted on an individual patient basis, leading to a potentially significant reduction in treatment costs.
Results

Patient characteristics
In this retrospective study, the trough eculizumab concentration was measured in 9 adult patients (median age 40.9 years, range 23.9-67.0 years). Baseline characteristics and eculizumab concentrations are reported in Table 1 . All patients were Caucasian and 7/9 were female. Seven patients, (Patients 1-7) received eculizumab for aHUS; 2 (Patients 6 and 7) had undergone kidney transplantation. It should be noted that Patient 6 experienced kidney graft loss because of disease recurrence despite plasma exchange treatment. Four patients carried a mutation in complement factor H gene and one patient had a C3 gene mutation. None had anti-factor H antibodies. All patients demonstrated disease control, except for Patient 8, in whom hemolysis and thrombocytopenia persisted, although hemolytic complement activity was not detectable. Eculizumab was discontinued in this patient in 2013, following 15.5 months of treatment.
Eculizumab pharmacokinetics
Sera were mainly collected during maintenance therapy. Additionally, eculizumab concentrations were measured during the induction period in 2 patients with aHUS (Patients 1 and 7). In these 2 patients, trough eculizumab concentration was >100mg/ mL during the first month.
Analysis of eculizumab pharmacokinetics during maintenance treatment allowed us to estimate trough and maximal concentrations, and intra-individual and inter-individual eculizumab variability ( Table 2) . Intra-individual variations were low, with a coefficient of variation 25% (18.4 § 4.6%). By contrast, inter-individual variability was high. Indeed, trough eculizumab concentration ranged from 55 § 12 to 733 § 164 mg/mL, with a coefficient of variation of 63%. As shown in Table 2 , the mean trough eculizumab concentration was >50 mg/mL in 9/9 (100%) of patients, >100 mg/mL in 8/9 (88.9%) of patients and >300 mg/mL in 5/9 (55.6%) of patients. As expected, trough eculizumab concentration was lower in patients with PNH than in aHUS patients, since the former received a lower dose of eculizumab (900 vs. 1200 mg every 2 weeks). In seven patients treated for aHUS, the mean trough eculizumab concentration ranged from 43.8 to 947.0 mg/mL (408.8 § 187.7 mg/ mL), with an inter-individual coefficient D 45.9%. If the cut-off value for trough eculizumab concentration associated with complete complement inhibition is 50 mg/mL, 5 then the observed mean trough concentrations were 7.2 times greater than the reference value in these patients. In Patient 4, the heaviest patient in the study, trough eculizumab concentration ranged from 50 to 100 mg/mL. Contrastingly, trough eculizumab concentration was >300 mg/mL in the 6 patients whose weight was <65 kg. Weight is a classical parameter explaining inter-individual variability, and it has previously been suggested that recommended doses may not be sufficient in heavy patients. 11 In our 7 aHUS patients, trough eculizumab concentration during a maintenance regimen was inversely correlated with weight ( Fig. 1 ; R 2 D 0.66, p D 0.034).
Eculizumab clearance
The high trough eculizumab concentrations found in several patients are likely to have an economic impact, the degree of which is mainly dependent on the elimination rate of eculizumab. Preliminary data were obtained for Patient 2 after discontinuation of eculizumab (Fig. 2) . Free eculizumab concentration ID, patient number; CV, coefficient of variation (intra-individual). Delay eculizumab-first dosage represents the period between date of the first eculizumab infusion and the first measurement of eculizumab concentration.
www.tandfonline.comwas 90 and 38 mg/mL at 54 and 62 d after eculizumab discontinuation, respectively. Considering a target of 50 mg/mL, the interval between infusions could have been extended to almost 2 months in this patient.
To describe the pharmacokinetics of eculizumab, we developed a one-compartment model with both first-order and Michaelis-Menten rates. The model was able to satisfactorily describe eculizumab pharmacokinetics (Fig. 3) . The volume of distribution, clearance, maximum saturable elimination rate and Michaelis constant were estimated (relative standard error) at 3.2 L (10%), 0.18 L/day (7%), 5.0 mg/L/day (4%) and 1.1 mg/ L (33%), respectively. Inter-individual standard deviations for volume of distribution and clearance (relative standard error) were 15.0% (4.4%) and 14.6% (3.7%), respectively. The interindividual standard deviation for maximum saturable elimination rate and the Michaelis constant could not be accurately estimated, and were therefore fixed to 0. Proportional standard deviations were 0.25 (1.6%).
As often reported for therapeutic antibodies, 12 clearance was significantly related to body weight (b WT D 2.5, p<0.0001).
Finally, the elimination half-life in a medium-weight (63 kg) patient was estimated at 12.4 days, but was observed to fall from 19.5 to 7.8 d with a body weight increase from 40 to 100 kg.
Following this, we predicted eculizumab concentrations and complement activity in relation to body weight (Fig. 4) . We observed that an infusion of 1200 mg every 14 d maintained null complement activity in patients weighing less than 120 kg. We therefore predicted complement activity with infusions of 1200 mg spaced every 4 and 6 weeks. Keeping in mind the goal of fully blocking complement activity between eculizumab infusions, it appeared possible to space the infusions to 4 weeks in patients weighing less than 90 kg and 6 weeks in patients under 70 kg.
Discussion
This is one of the first studies specifically reporting the pharmacokinetics of eculizumab during the maintenance phase. The small intra-individual variability and large inter-individual variability support the idea that therapeutic drug monitoring could help with adaptation of the dose or frequency of administration of eculizumab, with a view to achieving appropriate trough levels, at least during the maintenance period. Our study indicated that a fixed dosing schedule for eculizumab is associated with excessively high trough concentrations in the majority of patients, hence we propose a weight-based schedule to maintain permanent and fully blocking complement activity.
Of the 7 patients with aHUS, 5 had mean trough eculizumab concentrations above 300 mg/mL. In two trials assessing the efficacy of eculizumab in aHUS, Legendre et al. reported mean trough eculizumab concentrations in adults during the maintenance period of 149 mg/mL and 214 mg/mL. 5 These results are much lower than those observed in our study (409 mg/mL). However, maximum values and patients weights were not reported and therefore cannot be compared with our patients. It must be noted that our study was carried out on a small number of patients, insufficient to constitute a representative cohort. However, the volume of distribution was not greatly overestimated, suggesting that our enzyme-linked immunosorbent assay (ELISA) did not overestimate eculizumab concentrations. Otherwise, the eculizumab concentrations observed in the 2 PNH patients during the maintenance period were similar to those previously published in adults. 4 Recently a pilot study in 7 pediatric patients (aged from 11 to 17 years) weighing less than 70 kg (48 to 68 kg) has been published. In agreement with our results, trough eculizumab concentrations were >100 mg/mL in all patients and very variable, reaching about 400 mg/mL in one child. 13 Complement activity is the biomarker currently used to determine eculizumab efficiency, even though recent, new tools, such as the measurement of in vitro endothelial complement inhibition, seem worth exploring. 9 During our assessment of the concentration-effect relationship of eculizumab no liposome lysis was detected when the eculizumab concentration was 20 mg/ mL. This indicates that, despite its common use, this assay is not sensitive enough and does not detect slightly underexposed patients. By contrast, we established a clearer relationship between the in vitro C5b-9 complex formation detected by ELISA and eculizumab concentration. A full blockade of the complement cascade was obtained for free eculizumab concentrations higher than a threshold of between 44 and 59 mg/mL, in accordance with the previously proposed target. 5 The results show a major effect of body weight on eculizumab trough levels, in fact this was the main determinant of the interindividual variability within our study patient group. Trough eculizumab concentrations were inversely correlated with weight. Clearance was also significantly related to body weight, with decreased body weight being accompanied by decreased clearance and therefore extended elimination half-life, as has often been reported for therapeutic antibodies. 12 As a consequence, all patients weighing <70 kg had free eculizumab concentrations above 300 mg/mL. Currently, schedules using fixed doses of eculizumab are in use worldwide for both PNH and aHUS. Such a strategy, which makes no adjustment for patient weight, could and probably should be challenged. Since drug elimination was not linear, it could be predicted that reducing the individual dose would be a better strategy than increasing the dosing interval, in order to maintain a trough concentration of 50 mg/mL, while keeping the quantity of eculizumab administered to a minimum. However, the packaging of eculizumab limits such an approach because the 300 mg vials cannot be easily divided and stored for future infusions. Taking into account this constraint, the following weight-based schedule could be proposed: 90 to 120 kg: 1200 mg every 2 weeks; 70 to 90 kg: 1200 mg every 4 weeks; <70 kg: 1200 mg every 6 weeks. It should be noted that 1200 mg every 2 weeks might not be sufficient to obtain a total blockade of C5 cleavage. Recently, Cugno et al. spaced infusions at intervals of every 3 or 4 weeks in stable patients, with complete inhibition of complement (measured using the Wieslab Complement System).
14 They showed that complement activity was completely suppressed in all patients when infusions were spaced at 3 week intervals. This was still the case for most patients when the infusions were performed every 4 weeks. No biological disease activity was observed in these patients. Greatly reduced dosing and hence cost may therefore be considered for patients weighing < 90 kg.
Admittedly, our pilot study involved a small number of patients, PNH and aHUS being rare diseases. The biological procedures used also need to be tested over time and fully validated. However, these preliminary results provide a basis for therapeutic drug monitoring and suggest potential economic benefit by reducing or spacing the doses, which warrants performing a multicenter study. Finally, the relationship between eculizumab concentration and complement blockade, assessed by using different assays and by measurement of disease activity, should be further evaluated in larger studies. This would enable the validation of a new body weight based dosing schedule for the maintenance phase. In conclusion, the use of a fixed eculizumab dose for maintenance therapy in PNH and aHUS is likely to be associated with an excessive trough concentration in many patients, particularly those of low body weight. Given the high cost of treatment, it seems probable that major cost savings could be achieved by using therapeutic drug monitoring to tailor the dose of eculizumab to individual patient needs, thus avoiding potentially unnecessary and excessive use of the drug and reducing the risk of side effects. However, results of this pilot study should now be confirmed in larger cohorts of PNH and aHUS patients.
Patients and Materials/Methods
Patient selection Nine adult patients who received eculizumab for aHUS or PNH were identified in the nephrology and hematology units of the Tours University Hospital, France. Eculizumab was administered according to the standard manufacturer s recommendations. Patients with PNH and aHUS received a weekly injection of 600 and 900 mg eculizumab, respectively, during the first 4 weeks of therapy, followed by a dose of 900 and 1200 mg, respectively, in the fifth week. These higher doses were subsequently continued as maintenance therapy every 2 weeks. All patient files were reviewed for adherence to the protocol, and clinical and biological data were collected.
As recommended, total hemolytic complement activity (CH50) was regularly measured just prior to the infusion of eculizumab and the 97 serum samples obtained were stored at ¡80 C. The eculizumab concentration was measured in all samples. Moreover, one patient (Patient 6) agreed to repeat blood sampling between 2 of the infusions and written informed consent was obtained for this. Additionally, serum samples were collected after eculizumab discontinuation in a further patient (Patient 2). These measurements provided essential information about eculizumab clearance.
Measurement of eculizumab trough levels
The trough eculizumab concentration in the serum samples was measured by an ELISA specifically developed in our laboratory for this purpose. To study the relationship between inhibition of complement activity and free eculizumab concentration, pooled sera from healthy blood donors was spiked in order to obtain 7 samples with eculizumab concentrations ranging from 20 to 166 mg/mL. Complement activity was determined by measurement of liposome lysis (CH50 SPAPLUS Ò , The Binding Site), which is our routine method of monitoring patients, and by an ELISA kit that detects the final C9 neoantigen that is formed when the complete pathway has been activated (Diasorin, Stillwater, ref. 6300). The latter method was used because of higher accuracy in detecting low to moderate depression of complement activity; with this method the blockage of complement activity was considered as complete when complement activity was <0.5 U/mL (normal range 63-145 U/mL), corresponding to CH50 <10%.
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Complement activity was found to be abolished in all samples containing eculizumab when using the liposome technique but was detectable using ELISA when the eculizumab concentration was <59 mg/mL. The relationship between free eculizumab concentration and complement activity was described using regression technique as follows: A D b 0 £ exp(b 1 £ C), where A is complement activity, C is eculizumab concentration, and b 0 and Figure 5 . Relation between measured free serum eculizumab concentration and complement activity. Complement activity was measured using ELISA (Diasorin), and was expressed in arbitrary units. Measurements were performed in triplicate. The relationship between eculizumab concentrations and complement activity was described using regression technique (gray line).
b 1 are the model parameters to be estimated. The relationship between complement activity and free eculizumab concentration was A D 20.6 £ exp (¡ 0.084 £ C), as shown in Figure 5 .
Pharmacokinetic study
The eculizumab serum concentration was analyzed by population pharmacokinetic modeling with Monolix 4.3.2 (Lixoft, Orsay, France). All free eculizumab concentrations were used to establish the model. The process of population pharmacokinetic modeling is detailed in supplementary data. Briefly, one and 2-compartment models with first-order distribution and an elimination rate constant were tested. To account for a possible target-mediated elimination of eculizumab, we added a Michaelis-Menten elimination term. 16 The inter-individual (h) and residual (e) variability of the pharmacokinetic variables (e.g., volume of distribution and elimination rate constant) were described with exponential and proportional models, respectively. Owing to the small number of patients, only one covariate was tested. Since body weight has been reported to influence the pharmacokinetics of therapeutic antibodies, 17 we tested weight as a covariate as follows: ln(u i ) D ln(u) D b WT . (WT/med(WT)), where u is a given pharmacokinetic parameter, WT is body weight, med(WT) is median body weight in the population and b WT quantifies the effect of WT on u. The influence of BW was assessed by a likelihood ratio x 2 test; BW was kept in the final model on each pharmacokinetic parameters for which influence of BW was significant for a D 0.02. In addition, we calculated the elimination half-life (T 1/2 ), independent of the eculizumab target, for a medium weight patient as follows: T 1/2 D ln(2)/V/ CL.
Prediction of eculizumab concentrations and complement activity
Using eculizumab pharmacokinetics and the models describing the relationship between eculizumab concentration and complement activity, steady-state eculizumab concentrations and complement activity were computed for a 1200 mg maintenance dose given 1) every 14 days, 2) every 28 d and 3) every 42 days, for body weights ranging from 30 to 140 kg. For each body weight value, the maximum spacing of infusions giving null complement activity was considered.
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